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(Form 2)

AUE Student Exchange Program
Certificate of Health

* To be filled out by physician only
Full name .
in katakana Date of birth | Yr /Mth  /Day
Full name Sex
Address (including zip code):
Present
Address
Telephone:
Height
cie em History of
; past illness
Weight kg
R (
Eyesight
L ( Any other
iliness or
R abnormality
Hearing
L
Condition of health:
OExcellent [Good
Stethoscopy OFair OPoor
Chest
exami— Date taken: Yr /Mth  /Day Comment:
nation Physician’s
Film number: comment
X-ray
diagnosis
Comment:

I hereby certify the above statement to be true and correct.

Date: Year

/Month

/Day

Address of Medical Institution :

Telephone :

Name of Medical Institution :

Physician’s Full Name and Position/Title :

Physician’s Signature or Seal :




